THE DIVISION OF HEALTH OF MISSOURI

No. 300 '~ i
bl B FUEDAUG 11 1943  STANDARD CERTIFICATE OF DEATH . . . . sicn, 22 724"
' 3 ! BIRTH NO. REG. DIST. NO. _ﬁ__ PRIMARY REG. DIST. W-ﬂl Kegistrar's No J!?
1. PLACE OF DEATH . L 2. USUAL RESIDENCE (Whats decotssd lived. If lostitution: residence before
O =Y  Caldwe 11 o * STATEM i sBouri b COWNTYGaldwe 1172
e b. c(|)1|;r (If ogteide corpurate Hmbts, write RURAL and give §T LENGTH OF. <. Cg"‘{ (If ogtadde corporats limits, write RURAL and give townabip) L
rowy Brayuaer, tomle? %3‘;‘;‘!«’&'“ . ToWN Braymer, ' s
d. F#&PP&T_EOORF (If not in hoapital or Iaatitgtion, give strect addrems or location} d‘A%rI?FE% (If rarsl, ghve location) : ' {»
INSTITUTION I . D
3. NAME OF 8. (First) b. (Middle) c. (Last) 4. DATE {Month) ay)  (Year)
DECEASED 1 .
(Tyvewr Priay SOOTEO Washington Green peam  July 25 .L9a:’r+9
5, SEX l l)ﬁ. COLORh?;'EACE 7 \h\?lAD%EAIrE . IgﬁEVER MaﬂRIED.‘ 8. DATE OF BIRTH 9. AGE (In yesry LI; ":.ﬂ ID‘I'I.II ¥ UNDER u Hab.
ale l w P ;8_ ¥ . I on ays | Hours Mln
male 4 %" |_May 20,1862 | BTY¥E ") |
10a. USUAL OCCUPATION (Qiwekind of work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTT‘IPLACE {State or foreign countey) 12. CITIZENOFWHAT
dona dyging miost of warking [ife, even If retired) . DUSTRY NTRY?
armer Gen.rarming Kansas / .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME : 14, NAME OF HUSBAMD OR WIFE
Cornelius lreed Dellzora Jaco ™ -Eva Ureen
:2' WAS DECEASE;) E\(JER IN tJ.S. ARMED FORCES’ 16, SOCIAL SECUR;TOY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
unknown! -, xl ':r da of-ervim . -
aa » Qv l ¥ Yo A of dates =3 - - - MI‘B Eva G’I‘een, - Brayﬂel'. Mo
18; CAUSE OF DEATH } MEDICAL CERTIFICATION INTERVAL BETWEEN

- ONMSET AND DEATH
 Eater only onecauseper | |, DISEASE OR CONDITION
Ling for (3, (b, and () | DIRECTLY LEADING TO DEATH® ) g)gdiw ) Cﬂlr\m.——

—————— :."‘

«Thia docs ot mean | ANTECEDENT CAUSES CGJM ? % \-X'\p
the mode of dying, such | Aforbid eonditions, if any, gieing DUE TO (b} ‘

a» heart fatluse, asthenta, . riee to the above cause (o) sating Lo -

ce. "It meons the dis the underlying couse last,

case, infury, or compdi e DUE TO (¢} .

- . - = T

t

ol
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
Conditions comributfﬂy to the death bud not - S . g % ]
related to the diserse or condition cousing death. CE
19a. DATE OF OP_FI%A- 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
- I N e A A I V\.GVW“-’ ves () wo fR.
21a. ACCIDENT {Bpecity} Z‘Ib PLACEOFINJURY (og-. Inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) ' (COUNTY) (STATE)
SUICIDE - homs, farm, [astory, strest, office bldg..ee.) e i ’ b gt
HOMICIDE -
21d. TIME ‘(Moath) (Dar} (Year) (Eour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- . « - ] WHILEAT[). NOT-WHILE e e emae e . . L amt et
INJURY ) @ | "work L} ATWORK o A cn A
2.1 hereby certify that I tended the deceased from _____.6:_,56_':\_ to %_&5_, 191‘]3.. that 1 last saw the decessed
alive on , 19 and that death occurred at al%, , Jrom the causes and on thc date stated above.

)

WRITE PLAINLY—USING UNFADING BLACK INE--MAKE A PERMANENT RECORD

23 SIGNATUR

Tl

N E {Degres or title) | 23b. ADDRESS rfcﬁgiﬂ )
o Ad-TPdGastivw ) WICAY- - “ Braymer Mo =% i *:'

BURIAL, CREMA- | 24b. AT 2 I\AVIE OF CEMETERY OR CREMATORY. |, -| 24d. LOCATION (City, town, or nounty)_, .2 Bate) o

Tgﬂ V. REYOVAL et =27=49 green Cem., Braymer,Mo o

, D?‘E%?D_zvg OCAL RARSSlmﬁWEML DII[CTOZ zE:su‘m:y g;::;s;er ’Mor

Iy

(rn:cnud Embnﬁa’l Shlmm on Rm Side)
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.. . —1 msmcr i~
’ HEALTH OFFIC.
CAMERD‘] NG /“ oo

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Student Embalmer No.

working under my personal supervision.

SHUGENE vevvrransarseereseresonennismrionss ‘ " - Signe _W.Kﬁcgcgmmm

Stud.ﬂt Elbll..f . . ;
. Licensed Embalmer No 2801

P. 0. Address Bra.xmer MO

Nou: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:iluretn comply with
theabonmnsﬂmmmdsformonoflms&) )

If this body is not embalmed, fact should be 5o stated above.




